
Request approval to sign pharmacy Agreements with Medicare Part D 
Prescription Drug Plan providers for electronic billing and claims adjudication 
at two outpatient pharmacy sites in the Department of Health Services; 
delegate authority to expand the Agreements to other Department of Health 
Services facilities and enter into future Agreements.

SUBJECT

October 29, 2013

The Honorable Board of Supervisors
County of Los Angeles
383 Kenneth Hahn Hall of Administration
500 West Temple Street 
Los Angeles, California 90012
 
Dear Supervisors:

AUTHORIZATION TO SIGN PHARMACY AGREEMENTS WITH MEDICARE 
PART D

PRESCRIPTION DRUG PLAN PROVIDERS
(SECOND AND FOURTH SUPERVISORIAL DISTRICTS)

(3 VOTES)

IT IS RECOMMENDED THAT THE BOARD:

1.  Authorize the Director of Health Services (Director), or his designee, to 
execute no cost pharmacy Agreements with Medicare Part D Prescription 
Drug Plan providers (Envision RxOptions, RxAlly and OptumRx), effective 
upon Board approval (Exhibits I – III) through December 31, 2014.

2.  Delegate authority to the Director, or his designee, to expand the Medicare 
Part D prescription services to additional Department of Health Services (DHS) 
facility pharmacies, subject to review and approval by County Counsel with 
notification to the Board and the Chief Executive Office (CEO).

3.  Delegate authority to the Director, or his designee, to execute future no cost 
Medicare Part D Agreements on condition that future Agreements are 
substantially similar to the recommended Agreements, subject to review and 
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approval by County Counsel and notification to the Board and the CEO.

PURPOSE/JUSTIFICATION OF RECOMMENDED ACTION

In approving the recommendations, the Board is authorizing the Director to sign Agreements, 
substantially similar to Medicare Part D Prescription Drug Plans executed between to 2009 to 2012 
to continue to be a part of the Medicare Part D provider pharmacy network and dispense 
medications to low-income and Medi-Cal/ Medicare patients at Martin Luther King, Jr. Multi-Service 
Ambulatory Care Center (MLK MACC) and Rancho Los Amigos National Rehabilitation Center 
(RLANRC).

The Centers for Medicare and Medicaid Services (CMS) is the federal agency charged with 
administering the Medicare Part D Prescription Plan to provide prescription drug coverage program 
for eligible patients.  There are multiple private prescription drug plan providers that contract with 
CMS to execute the program.  These private prescription drug plan providers contract further with 
retail pharmacies to dispense medications to Medicare Part D patients.  Within California, there are 
over 50 separate Part D plans with different levels of prescription benefits approved to fill Medicare 
Part D prescriptions, with each having a pharmacy network.  These private prescription drug plan 
providers bid for contracts with CMS annually.  DHS reviews these plans every Fall to determine 
which Part D plans need to be contracted with to assure coverage for low-income and Medi-
Cal/Medicare patients at MLK MACC and RLANRC.

To provide continuity of services, DHS plans on continuing Medicare Part D prescription dispensing 
services at the two sites listed above.  Given the billing limitations with the current DHS outpatient 
pharmacy system, expansion of the Medicare Part D program has not been possible.  With the 
planned installation of the new Cerner Etreby outpatient pharmacy information system pursuant to 
the agreement which was approved by the Board on April 2, 2013, DHS plans to expand access to 
Medicare Part D at all installed sites, as the new pharmacy system has superior billing capability, 
and full functionality to perform Medicare Part D billing at all installed DHS sites. 

Implementation of Strategic Plan Goals

The recommended action supports Goal 1, Operational Effectiveness, of the County’s Strategic Plan.

FISCAL IMPACT/FINANCING

The estimated costs for continuing services at MLK MACC are $2,000 and RLANRC are $2,000 a 
total of $4,000.  (The cost components consist of maintenance fees for computer software for 
electronically submitting billing information and a $0.10 transaction fee per prescription, and the 
estimated annual yearly transaction fees are $55 at MLK MACC and $225 at RLANRC that are 
incorporated in pharmacy costs.) Program costs will be absorbed within existing resources at each 
facility. 

FACTS AND PROVISIONS/LEGAL REQUIREMENTS

Each calendar year, CMS releases the approved Medicare Part D prescription plan providers by 
each state.  CMS approves a subset of Medicare Part D plans for low-income and Medi-
Cal/Medicare patients at no or low-cost.  DHS obtained agreements over the past 4 years from 
fourteen (14) providers which were reviewed by both DHS and County Counsel.  In 2013, three (3) of 
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the prescription drug plan providers are new and the effective date of coverage is January 1, 2013.  
All future Agreements obtained from Medicare Part D plan providers for any DHS site will be 
reviewed by DHS and County Counsel to provide a determination whether the agreement will 
provide benefit to DHS.  

The recommended Agreements are standard agreements for all Medicare Part D participating 
pharmacies and as such, they do not include the County’s required provisions.  

County Counsel has approved the attached Agreements, Exhibits I - III, as to form. 

CONTRACTING PROCESS

The County must utilize CMS approved prescription providers for Medicare Part D, therefore the 
County’s contracting process is not applicable. 

IMPACT ON CURRENT SERVICES (OR PROJECTS)

Approval of the recommendations will allow DHS to continue the existing program, and expand it to 
other sites within DHS as a service enhancement to Medicare patients once the infrastructure is in 
place. 

Respectfully submitted,

Mitchell H. Katz, M.D.

Director

Enclosures

Chief Executive Office
County Counsel
Executive Office, Board of Supervisors

c:
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Dear Pharmacist, 

We received your request to participate in our networks. In response to your request, attached are the documents 
required for participation. 

Please complete and return the following documents: 

o RATE SHEET ADDENDUMS 
o PARTICIPATING PHARMACY AGREEMENT (PPA) 
o CREDENTIALING APPLICATION  to include a copy of: 

o Pharmacy State License 
o Pharmacy DEA Certificate 
o Pharmacy Liability Insurance 

Any documents not filled out correctly or not returned will result in a delay of your pharmacy participation in our 
networks. 

You can choose to complete the signature page and Exhibit A of the PPA and return in lieu of returning all 14 pages of 
the PPA. You will receive an executed copy of the PPA and copies of the plan sheet addendums via mail unless 
otherwise requested. 

For a copy of the Participating Pharmacy Handbook go to: https://www.envisionrx.com/pharmacies/payorsheet.aspx 
and select the Pharmacy Handbook link on the left side of the page. 

You can either return the documents via fax to: 330-405-8094 (please use included fax cover), email to 
emarshall@rxoptions.net or mail to:  

 Envision Rx Options, Inc. 
 8921 Canyon Falls Blvd, 
 Suite 100 
 Twinsburg, OH 44087  
 
 

Thank You, 

 

Ellen Marshall 
Provider Relations Representative 
Phone: 330-486-4833 
emarshall@rxoptions.net 
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MEDICARE 
PART D 

Rx SAVINGS 
PROGRAMS*

OPEN 
NETWORK 

LIMITED 
NETWORK  

~40,000 
pharmacies 
nationally

EXCLUSIVE 
NETWORK  

~20,000 
pharmacies 
nationally

NATIONAL 
MEDICARE 
NETWORK

NATIONAL 
Rx SAVINGS 
NETWORK

Brand AWP 
Discount

17.75% 19.25% 20.25% 17.75% 14.00%

Brand 
Dispensing Fee

$0.85 $0.85 $0.35 $0.85 $2.00

Generic AWP 
Discount

Lower of 
MAC or             

25%

Lower of 
MAC or             

25%

Lower of 
MAC or             

25%

Lower of 
MAC or             

25%

Lower of 
MAC or             

25%
Generic 

Dispensing Fee
$0.85 $0.85 $0.35 $0.85 $2.00

Please initial the 
boxes to decline 

participation

MEDICARE 
PART D 

Rx SAVINGS 
PROGRAMS*

OPEN 
NETWORK 

LIMITED 
NETWORK  

~40,000 
pharmacies 
nationally

EXCLUSIVE 
NETWORK  

~20,000 
pharmacies 
nationally

NATIONAL 
MEDICARE 
NETWORK

NATIONAL 
Rx SAVINGS 
NETWORK

Brand AWP 
Discount

23.25% 23.75% 24.25% 23.25% 14.00%

Brand 
Dispensing Fee

$0.00 $0.00 $0.00 $0.00 $2.00

Generic AWP 
Discount

Lower of 
MAC or             

25%

Lower of 
MAC or             

25%

Lower of 
MAC or             

25%

Lower of 
MAC or             

25%

Lower of 
MAC or             

25%
Generic 

Dispensing Fee
$0.00 $0.00 $0.00 $0.00 $2.00

Please initial the 
boxes to decline 

participation

NCPDP: __________________ NPI: ________________________

NETWORK RATE SHEET ADDENDUM

EnvisionRxOptions
Please initial under the appropriate column(s) to decline participation

1 - 83 Day Supply

2012

COMMERCIAL

84 + Day Supply

2012

COMMERCIAL

IN THE EVENT U&C IS LOWER THAN THE CONTRACTED RATE, U&C WILL BE THE BASIS FOR REIMBURSEMENT

*The RxSavings Programs add a Professional Service Fee (PSF) in an amount required by the client.  Pharmacy shall collect the PSF from participant as part of the purchase price 
at point of sale.  This PSF will be debited from or remitted by the pharmacy for each paid transaction.
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2012   ADDENDUM CONT…..

Pharmacy will charge/apply the correct cost sharing amount, including that which applies to individuals qualifying for the low-income subsidy under Medicare Part D. 
Cost sharing amounts that must be charged to covered individual / particpant will be provided to the pharmacy via the response pricing segment field in the most current
NCPDP version.

Pharmacy will show covered individual the pricing differential between drug purchased and lowest priced therapeutically equivalent or 'bioequivalent' generic drug available.
Any pricing information that must be provided to covered individual / participant will be provided to the Pharmacy on-line, via point of sale segment of the most current NCPDP 
version. 

●  TrOOP:  Under this program, pharmacy agrees to process TrOOP (true out of pocket expenses) as required by CMS. Payment to pharmacy will be 

●  This addendum obligates the pharmacy to abide by State and Federal privacy and security requirements, including the privacy and security
provisions stated in 42CFR§423.136 of CMS regulations for this program. Additionally, in accordance with the terms of the  program, Pharmacy will:

1)  Make their books and records available in accordance with 42CFR§423.505(i)(2).
2)  Not hold beneficiary liable for fees that are the responsibility of the Part D Sponsor.
3)  Abide by all applicable Federal and State laws and regulations and CMS instructions.

●  Any activity or responsibility of the pharmacy may be revoked if CMS or the Part D Sponsor determines the Pharmacy has not performed satisfactorily.
●  Pharmacy shall inform beneficiary at the point of sale of the lowest priced generically equivalent drug, if one exists for beneficiary's prescription as well as any associated differential in price.
●  Pharmacy performance will be monitored on an ongoing basis by the Part D Sponsor.
●  Pharmacy will fill prescriptions, provide reporting and provide all services required to support the Medicare Prescription Drug Benefit program
●  Pharmacy will, upon employment of new pharmacy team member, verify and attest that the employee has not been convicted of fraud 
against the State or Federal Government.  Provider will report to EnvisionRxOptions any occurances.

Signature of Authorized Representative: ______________________________________________________

NAME (typed or printed): _______________________________Email address:__________________________

Pharmacy Name:  ______________________________________________________

NCPDP: _______________________ NPI: _________________________ Date: ____________________

(For internal use only)

DATE RECEIVED:____________________

EFFECTIVE DATE: ___________________

ATTACHED DATE: ____________BY:____________

*NOTE: Signature of this document indicates pharmacy agrees to participate in all lines of business other than those declined above*

NETWORK RATE SHEET ADDENDUM

IMPORTANT!!
IN ORDER FOR ENVISION TO PROPERLY ADVISE MEMBERS OF YOUR PARTICIPATING STATUS, THIS SHEET MUST BE RETURNED TO US WITHIN TEN (10) WORKING DAYS OF 
RECEIPT.  OUR FAX NUMBER IS (330) 405-8094. THANK YOU FOR YOUR PROMPT RESPONSE.

     "The parties consent to a facsimile signature as the original."

via point of sale segment in the most current NCPDP version.

EnvisionRxOptions

COST SHARING

PRICING DIFFERENTIAL

ADDITIONAL MEDICARE PART D OBLIGATIONS

according to normal payment cycle for the processed claim. Any pricing information that must be provided to patient will be provided to the pharmacy 



MEDICARE 
PART D 

Rx SAVINGS 
PROGRAMS*

OPEN 
NETWORK 

LIMITED 
NETWORK  

~40,000 
pharmacies 
nationally

EXCLUSIVE 
NETWORK  

~20,000 
pharmacies 
nationally

NATIONAL 
MEDICARE 
NETWORK

NATIONAL 
Rx SAVINGS 
NETWORK

Brand AWP 
Discount

18.00% 19.50% 20.50% 18.00% 14.00%

Brand 
Dispensing Fee

$0.70 $0.70 $0.20       0.70            2.00

Generic AWP 
Discount

Lower of 
MAC or   

25%

Lower of 
MAC or   

25%

Lower of 
MAC or    

25%

Lower of 
MAC or   

25%

Lower of 
MAC or    

25%
Generic 

Dispensing Fee
$0.70 $0.70 $0.20         0.70          2.00

Please initial the 
boxes to decline 

participation

MEDICARE 
PART D 

Rx SAVINGS 
PROGRAMS*

OPEN 
NETWORK 

LIMITED 
NETWORK  

~40,000 
pharmacies 
nationally

EXCLUSIVE 
NETWORK  

~20,000 
pharmacies 
nationally

NATIONAL 
MEDICARE 
NETWORK

NATIONAL 
Rx SAVINGS 
NETWORK

Brand AWP 
Discount

23.50% 24.00% 24.50% 23.50% 14.00%

Brand 
Dispensing Fee

$0.00 $0.00 $0.00 $0.00 $2.00

Generic AWP 
Discount

Lower of 
MAC or   

25%

Lower of 
MAC or   

25%

Lower of 
MAC or    

25%

Lower of 
MAC or   

25%

Lower of 
MAC or    

25%
Generic 

Dispensing Fee
$0.00 $0.00 $0.00 $0.00 $2.00

Please initial the 
boxes to decline 

participation

NCPDP: __________________ NPI: ________________________

NETWORK RATE SHEET ADDENDUM

EnvisionRxOptions
Please initial under the appropriate column(s) to decline participation

1 - 83 Day Supply

2013

COMMERCIAL

84 + Day Supply

2013

COMMERCIAL

IN THE EVENT U&C IS LOWER THAN THE CONTRACTED RATE, U&C WILL BE THE BASIS FOR REIMBURSEMENT

*The RxSavings Programs add a Professional Service Fee (PSF) in an amount required by the client.  Pharmacy shall collect the PSF from participant as part of the purchase 
price at point of sale.  This PSF will be debited from or remitted by the pharmacy for each paid transaction.
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2013 ADDENDUM CONT…..

Pharmacy will charge/apply the correct cost sharing amount, including that which applies to individuals qualifying for the low-income subsidy under Medicare Part D. 
Cost sharing amounts that must be charged to covered individual / particpant will be provided to the pharmacy via the response pricing segment field in the most current
NCPDP version.

Pharmacy will show covered individual the pricing differential between drug purchased and lowest priced therapeutically equivalent or 'bioequivalent' generic drug available.
Any pricing information that must be provided to covered individual / participant will be provided to the Pharmacy on-line, via point of sale segment of the most current NCPDP 
version. 

●  TrOOP:  Under this program, pharmacy agrees to process TrOOP (true out of pocket expenses) as required by CMS. Payment to pharmacy will be 

●  This addendum obligates the pharmacy to abide by State and Federal privacy and security requirements, including the privacy and security
provisions stated in 42CFR§423.136 of CMS regulations for this program. Additionally, in accordance with the terms of the  program, Pharmacy will:

1)  Make their books and records available in accordance with 42CFR§423.505(i)(2).
2)  Not hold beneficiary liable for fees that are the responsibility of the Part D Sponsor.
3)  Abide by all applicable Federal and State laws and regulations and CMS instructions.

●  Any activity or responsibility of the pharmacy may be revoked if CMS or the Part D Sponsor determines the Pharmacy has not performed satisfactorily.
●  Pharmacy shall inform beneficiary at the point of sale of the lowest priced generically equivalent drug, if one exists for beneficiary's prescription as well as any associated differential in price.
●  Pharmacy performance will be monitored on an ongoing basis by the Part D Sponsor.
●  Pharmacy will fill prescriptions, provide reporting and provide all services required to support the Medicare Prescription Drug Benefit program
●  Pharmacy will, upon employment of new pharmacy team member, verify and attest that the employee has not been convicted of fraud 
against the State or Federal Government.  Provider will report to EnvisionRxOptions any occurances.

Signature of Authorized Representative: ______________________________________________________

NAME (typed or printed): _______________________________Email address:__________________________

Pharmacy Name:  ______________________________________________________

NCPDP: _______________________ NPI: _________________________ Date: ____________________

(For internal use only)

DATE RECEIVED:____________________

EFFECTIVE DATE: ___________________

ATTACHED DATE: ____________BY:____________

*NOTE: Signature of this document indicates pharmacy agrees to participate in all lines of business other than those declined above*

NETWORK RATE SHEET ADDENDUM

IMPORTANT!!
IN ORDER FOR ENVISION TO PROPERLY ADVISE MEMBERS OF YOUR PARTICIPATING STATUS, THIS SHEET MUST BE RETURNED TO US WITHIN TEN (10) WORKING DAYS OF 
RECEIPT.  OUR FAX NUMBER IS (330) 405-8094. THANK YOU FOR YOUR PROMPT RESPONSE.

     "The parties consent to a facsimile signature as the original."

via point of sale segment in the most current NCPDP version.

EnvisionRxOptions

COST SHARING

PRICING DIFFERENTIAL

ADDITIONAL MEDICARE PART D OBLIGATIONS

according to normal payment cycle for the processed claim. Any pricing information that must be provided to patient will be provided to the pharmacy 
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Participating Pharmacy Agreement 
(Including Medicare Part D) 

 

 

 

Pharmacy Name: ________________________________________________ 

 

NCPDP: __________________NPI:_________________________ 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2181 East Aurora Road Phone: 330-405-8080 

Twinsburg, OH  44087 Fax: 330-405-8094 
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Participating Pharmacy Agreement 
 
This Participating Pharmacy Agreement (the “Agreement”) is effective the 1st day of 
_______________, 2012 (the “Effective Date”) by and between Rx Options, Inc., an Ohio 
Corporation, (referred to herein as “PBM”), and _______________________________________ 

(referred to herein as “PHARMACY”).  (PBM and PHARMACY may also be referred to herein 
individually as a “Party” and together as the “Parties”.) 
 

RECITALS 
 

A. PBM is a pharmacy benefits management company that provides administrative 
services to health plans (including Medicare Part D Prescription Drug Plans), 
employers, and other plan sponsors which provide prescription drug benefits for their 
Covered Individuals.  PBM also provides administrative services on behalf of 
Envision Pharmaceutical Services, Inc., a commonly-owned PBM.  Administrative 
services include, but are not limited to, the provision and administration of a network 
of contracted pharmacies.  

 
B. PHARMACY is a licensed Retail, Specialty, Mail Order, Long Term Care, or Home 

Infusion Pharmacy doing business through duly licensed pharmacists. 
 

C. The Parties desire to enter into this Agreement under which PHARMACY will 
dispense Covered Medications to Covered Individuals as a Participating Provider in 
PBM’s Pharmacy Network.  

                        

1. DEFINITIONS 
 
 1.1 “Benefit Plan” means the group health plan, insurance plan, prescription drug 
plan, or other benefit plan underwritten by a Plan Sponsor that covers the cost of prescription 
medications or supplies for Covered Individuals. 
 

1.2 “Covered Individual” means an individual entitled to obtain or purchase Covered 
Medications through PBM’s Pharmacy Network under the terms of PBM’s contract with a Plan 
Sponsor and the Plan Sponsor’s Benefit Plan. 
 

1.3 “Covered Medications” mean all federal legend medications, insulin, compounds, 
and any non-prescription medications payable by the Plan Sponsor under the terms of a Benefit 
Plan.  All Covered Medications require a prescription order.  Medications which are excluded 
from coverage are specified by the Plan Sponsor and are communicated to the PHARMACY via 
PBM’s real-time on-line electronic claims adjudication system (“System”) or through PBM 
correspondence. 
 

1.4 “CMS” means the federal Centers for Medicare and Medicaid Services, the 
agency which administers the Medicare and Medicaid Programs. 
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1.5 “ID Card” means the identification card provided the Covered Individual by 
either PBM or a Plan Sponsor, which indicates that the individual has access PBM’s Pharmacy 
Network. 
 

1.6 “Participating Provider” means the PHARMACY specified above which will be 
identified to Plan Sponsors and Covered Individuals as being a participant in PBM’s Pharmacy 
Network. 
 

1.7 “Pharmacy Network” means the national network of contracted pharmacies which 
is being made available by PBM to Covered Individuals to obtain or purchase Covered 
Medications. 
 
 1.8 “Plan Sheets” mean the addendums attached to this Agreement which specify the 
financial terms for reimbursement to the PHARMACY. 
 
 1.9 “Plan Sponsor” means the health plan, employer, union, trust, or other entity that 
underwrites a Benefit Plan covering the cost of prescription medications and has contracted with 
PBM to administer the pharmacy benefits covered by such Benefit Plan.  A Plan Sponsor which 
is under contract with CMS shall be referred to herein as a “Medicare Plan Sponsor”. 
 
2. OBLIGATIONS OF PHARMACY 
 

2.1 Engagement:  PBM hereby engages PHARMACY, and PHARMACY hereby 
agrees to such engagement, to provide the services specified herein as a Participating Provider in 
PBM’s Pharmacy Network, in accordance with the terms of this Agreement.  PHARMACY’s 
identifying information is provided in Exhibit “A” attached hereto. 
 

2.2 Dispensing of Drugs:  Subject to the verification requirements (Section 2.3 
below), PHARMACY shall dispense Covered Medications to a Covered Individual in 
accordance with the terms of the applicable Benefit Plan as communicated to PHARMACY via 
PBM’s System and in accordance with the negotiated prices set forth in the applicable Plan 
Sheet.  
 
 2.3 Verification:  Prior to dispensing Covered Medications to a Covered Individual, 
PHARMACY agrees to verify whether an individual is a Covered Individual by performing the 
following: (i) Reviewing a valid ID Card to determine the Covered Individual’s current Benefit 
Plan information (except for Mail Order pharmacies); and (ii) verifying the person’s eligibility 
for Covered Medications under the Benefit Plan by use of PBM’s System.  PHARMACY shall 
not be entitled to reimbursement for the costs of any medication dispensed that is not a Covered 
Medication or to a person who is not a Covered Individual. 
 

2.4 Co-Payments and Deductibles:  PHARMACY agrees to collect from each 
Covered Individual the applicable co-payment, co-insurance, and/or deductible amount on each 
prescription order.  PHARMACY shall determine the applicable co-payment, co-insurance, 
and/or deductible amounts through use of PBM’s System.  PHARMACY agrees that it shall not 
waive any obligation on the part of a Covered Individual to make a co-payment, co-insurance, 
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and/or deductible payment.  In the event the negotiated price or PHARMACY’s usual and 
customary retail price for a prescription drug is less than the co-payment, co-insurance, and/or 
deductible, PHARMACY will charge the Covered Individual the lesser of the negotiated price or 
the usual and customary retail price. 
 

2.5 Professional Standards:  PHARMACY shall be solely responsible for the quality 
of services PHARMACY renders to Covered Individual, which services shall meet 
professionally recognized standards of pharmacy practice.  PHARMACY will be responsible for 
utilizing professional judgment in evaluating and identifying any medical contraindications in 
the prescribed medication and in identifying any Covered Individual who may be abusing 
prescription medications.  Neither PBM, its affiliates, agents, consultants, employees nor 
participating organizations, either solely or collectively, are the agent or representative of 
PHARMACY, and none of them shall be liable for any act or omission of PHARMACY or its 
agents, employees, or other persons performing services for or at the request of PHARMACY.  
The operation and maintenance of the pharmacies, facilities and equipment and the rendition of 
all services shall be solely under the control and supervision of PHARMACY. 
 

2.6 Licensure:  PHARMACY represents and warrants that it is appropriately licensed 
and in good standing according to state and federal law to dispense prescription medications to 
the public and to Medicare beneficiaries, and shall maintain such licenses in good standing 
throughout the term of this Agreement.  If PHARMACY’s license is terminated or suspended, 
PHARMACY shall immediately notify PBM.  PHARMACY further represents and warrants that 
its pharmacists are appropriately licensed and in good standing according to state and federal law 
to dispense prescription medications to the public.  PHARMACY agrees to provide PBM with a 
copy of any license upon request. 
 

2.7 Credentialing:  PHARMACY understands that PBM maintains a process by 
which certain credentials of the PHARMACY (e.g. license, DEA number) are recorded by PBM 
and attested to by the PHARMACY at the commencement of this Agreement and periodically 
thereafter, as set forth in more detail in the Participating Pharmacy Handbook.  PHARMACY 
agrees to provide copies of such credentials to PBM and attest to their authenticity as reasonably 
requested by PBM. 
 

2.8 Cooperation.  PHARMACY shall provide at least one individual to serve as the 
liaison with PBM for communication purposes and resolution of any problems.  PHARMACY 
agrees to promptly resolve any problems that may arise and cooperate with PBM in investigating 
and resolving any complaints from Covered Individuals. 
 

2.9 Participating Pharmacy Handbook.  PHARMACY agrees to maintain compliance 
with the conditions of participation and dispute resolution provisions contained in the 
Participating Pharmacy Handbook.  The Participating Pharmacy Handbook will be supplied to 
PHARMACY at the commencement of this engagement and updated periodically by PBM.  
PHARMACY shall promptly notify PBM in writing of any provision of the Participating 
Pharmacy Handbook that PHARMACY is not able or willing to comply with.  Upon receipt of 
such notification, the Parties will meet to negotiate a resolution, in good faith.  If a resolution 
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cannot be reached, such provision shall not apply to PHARMACY, however, PBM may 
terminate this Agreement upon thirty (30) days written notice. 
 

2.10 Subcontractors.  PHARMACY may not use subcontractors to carry out its 
obligations hereunder without the prior written approval of PBM.  PHARMACY will be required 
to execute a contract with subcontractors that includes provisions substantially similar to the 
provisions of this Agreement.  PHARMACY will provide PBM with a copy of the contract form 
to be used with subcontractors. 

 
2.11 Non-Discrimination.  PHARMACY shall not discriminate against customers with 

respect to a person’s age, gender, race, disability, ethnic group, national origin, or making a 
distinction in favor of or against, a person or thing based on the group, class or category to which 
that person or thing belongs rather than on individual merit.  Additionally, PHARMACY shall 
not discriminate against customers as it related to health care such as accepting only patients 
from within a product line based upon high reimbursement rate and excludes other patients 
within that same product line based upon lower reimbursement rate. 

 
2.12 Red Flags Rule.  PHARMACY agrees to maintain procedures to detect and 

prevent identity theft pursuant to the regulations promulgated by the Federal Trade Commission, 
known as the Red Flags Rule. 

 
3. BILLING AND PAYMENT 
 

3.1 Compensation.  For Covered Medications dispensed to Covered Individuals under 
the terms of this Agreement, PHARMACY shall be reimbursed in accordance with the financial 
terms for reimbursement set forth in Plan Sheets attached to this Agreement.  PHARMACY 
agrees to accept such reimbursement as payment in full for Covered Medications. 
 

3.2 Claims.  PHARMACY shall, within three (3) days of compounding or dispensing 
a Covered Medication to a Covered Individual, submit online to PBM via PBM’s real-time on-
line electronic claims adjudication system (“System”), a claim for payment in NCPDP format 
(except in cases where the PHARMACY submits claims via batch processing or, in the case of a 
Medicare Part D beneficiary, the beneficiary expressly requests that a claim not be submitted to 
the insurer).  PHARMACY shall bill PBM using the 11 digit National Drug Code (NDC) number 
for the drug dispensed.  PHARMACY must submit as part of the pricing information submitted 
for each prescription, its usual and customary price (U&C) and submitted ingredient cost.  PBM 
shall not be liable for any transmission charges for claims data.  Along with such claim, 
PHARMACY shall submit to PBM or its designated processor the following information: (i) The 
Covered Individual’s name; (ii) identification number; (iii) group number (for Covered 
Individuals under a group plan contract); (iv) service date; (v) pharmacy NABP or NPI number 
with service provider qualifier; (vi) prescription number; (vii) NDC number; (viii) quantity 
dispensed; (ix) estimated days’ supply; (x) prescribing practitioner’s DEA or NPI number and 
prescribing provider qualifier; (xi) Average Wholesale Price (AWP), Wholesale Acquisition 
Cost (WAC), or such other pricing methodology as has been adopted by the industry; (xii) 
dispensing fee as described in the Plan Sheets attached to this Agreement; and (xiii) copayments, 
deductibles or coinsurance collected from Covered Individuals. 
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3.3 Payments.  PBM will pay PHARMACY claims on a monthly basis from funds 

provided to PBM by Plan Sponsors.  The ultimate guarantor of payments to PHARMACY for 
Covered Medications is the Plan Sponsor covering the Covered Individual to whom the 
PHARMACY dispensed the Covered Medications.  PBM is neither a guarantor nor a surety with 
respect to obligations of the Plan Sponsor to the PHARMACY.  PBM shall not have any 
financial responsibility, obligation or liability to the PHARMACY for the payment of drugs or 
services provided to a Covered Individual except to the extent that PBM has received payments 
from the Plan Sponsor. 
 

3.4 Refunds.  PHARMACY shall refund to PBM any monies paid to PHARMACY 
under the following circumstances: (i) Duplicate Payment – If PBM makes a payment to 
PHARMACY for drugs when PHARMACY has already received reimbursement from PBM or 
any other source for those same drugs, then PHARMACY shall refund PBM an amount equal to 
the duplicate payment; (ii) Non Covered Individual – If PBM makes a payment to PHARMACY 
for drugs when PHARMACY failed to verify the eligibility status of any individual as required 
under Section 2.2 and the individual to whom the drugs were provided was not a Covered 
Individual, then PHARMACY shall refund PBM an amount equal to the payment made to the 
PHARMACY for the identified drugs; (iii) Overpayments – If PBM makes an overpayment to 
PHARMACY for any reason, then PHARMACY shall refund PBM an amount equal to the 
overpayment; and (iv) Errors – If PBM makes an incorrect payment for any reason, then 
PHARMACY shall refund PBM an amount equal to the incorrect payment.  PHARMACY shall 
refund all amounts owed to PBM under this Section within fourteen (14) days after 
PHARMACY receives notice of PBM’s request for refund or the date PHARMACY discovers 
that a refund is owed to PBM, whichever is earlier.  If PHARMACY fails to make such refund, 
then PBM may withhold any amount equal to the refund owed to PBM for any payments due 
PHARMACY. 
 

3.5 Modification for Material Change in Pricing Methodology:  If Medi-Span, First 
Data Bank, or another applicable industry standard reference on which pricing hereunder is 
based (i.e. Average Wholesale Price), changes the methodology for determining drug price in a 
way that materially changes the pricing or economics of this Agreement (“Methodology 
Change”), the Parties shall negotiate in good faith to modify the pricing terms to preserve, to the 
extent possible, the relative economics as existed prior to such change.  PBM shall notify 
PHARMACY of a Methodology Change at least ninety (90) days prior to the effective date of 
such change.  In the event the Parties do not mutually amend this Agreement in accordance with 
this Section 3.5 prior to the effective date of a Methodology Change, the reference values used to 
set the prices hereunder shall be fixed as of the day prior to the Methodology Change for the 
duration of this Agreement. 
 
4. TERM AND TERMINATION 
 

4.1 Term.  This Agreement shall become effective on the Effective Date above and 
shall remain in effect until terminated as provided below. 
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4.2 Termination For Cause.  Either Party may terminate this Agreement in the event 
the other Party breaches any of its material obligations hereunder; provided, however, that the 
defaulting Party shall have thirty (30) days to correct such breach after written notice is given by 
such non-breaching Party specifying the alleged breach.  A material breach shall include, but is 
not limited to: (i) Failure to perform any obligation or duty under this Agreement; (ii) failure of 
PHARMACY to maintain all licenses required by federal or state law; (iii) exclusion of the 
PHARMACY or a PHARMACY employee from the Medicare or Medicaid Program; or (iv) 
commission of an act of fraud or abuse. 
 

4.3 Suspension.  Notwithstanding the period to correct a breach as stated above, PBM 
may temporarily suspend PHARMACY from PBM’s Pharmacy Network for the following 
reasons: If the PHARMACY (i) poses a significant risk to the health, welfare, or safety of 
members; (ii) promotes or commits fraud and abuse; (iii) is excluded from the Medicare or 
Medicaid Program, or (iv) commits and act or omission that is contrary to the conditions of 
participation set forth in the Participating Pharmacy Handbook. 
 

4.4 Termination Without Cause.  Either Party may terminate this Agreement effective 
ninety (90) days from delivery of written notice to the other Party. 
 

4.5 Insolvency.  By either Party in the event the other Party (i) is adjudicated 
insolvent, under state and/or federal regulation, or the makes an assignment for the benefit of 
creditors; (ii) files or has filed against it, or has an entry of an order for relief against it, in any 
voluntary or involuntary proceeding under any bankruptcy, insolvency, reorganization or 
receivership law, or seeks relief as therein allowed, which filing or order shall not have been 
vacated within sixty (60) calendar days from the entry thereof; (iii) has a receiver appointed for 
all or a substantial portion of its property and such appointment shall not be discharged or 
vacated within sixty (60) calendar days of the date thereof; (iv) is subject to custody, attachment 
or sequestration by a court of competent jurisdiction that has assumed of all or a significant 
portion of its property; or (v) ceases to do business or otherwise terminates its business 
operations, is declared insolvent or seeks protection under any bankruptcy, receivership, trust 
deed, creditors arrangement or similar proceeding 
 
 4.6 Effect of Termination.  Termination of this Agreement for any reason shall not 
release any Party from obligations incurred under this Agreement prior to the date of 
termination.  All services required to be performed under the terms of this Agreement shall be 
provided until and on the effective date of termination.   
 
5. RECORDS 
 

5.1 Maintenance of Records.  PHARMACY agrees to maintain required and 
appropriate records, including original prescriptions, related to the services rendered to Covered 
Individuals.  Should PHARMACY alter the original format of said documentation (e.g., by 
converting hard copy documents to electronic documents, or electronic documents to 
microfiche), all information contained in the original documents shall be contained in the new 
format, without change or deletion. 
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5.2 Audits.  PHARMACY agrees to permit appropriate state and federal regulators, 
CMS, PBM, Plan Sponsors, or their independent third party auditors, direct access to 
PHARMACY’s books, records, and premises for the purpose of conducting an on-site audit, if 
requested, to ensure compliance with the terms of this Agreement.  For Covered Individuals of 
Medicare Plan Sponsors, PHARMACY agrees to make its books and other records available in 
accordance with 42 CFR 423.505(e)(2) and 42 CFR §423.505(i)(2), which generally states these 
regulations give CMS, the HHS Comptroller General, or their designees the right to audit, 
evaluate and inspect any books, contracts, records, including medical records and documentation 
related to CMS’ contract with the Medicare Plan Sponsor, and that these rights continue for a 
period of 10 years from the final date of the contract between CMS and the Medicare Plan 
Sponsor or the date of audit completion, whichever is later.  The ten year period for retention and 
access to records may be extended if: (i) CMS determines that there is a special need to retain a 
particular record or group of records for a longer period and CMS provides notice at least thirty 
(30) days before the normal disposition date; (ii) CMS determines that there has been a 
termination, dispute, fraud or similar fault, in which case the retention may be extended to six (6) 
years from the date of any resulting final resolution of the matter; or (iii) CMS determines that 
there is a reasonable possibility of fraud, in which case it may perform the inspection, evaluation 
or audit at any time.  PHARMACY further agrees that, in accordance with 42 CFR 
423.505(i)(3), any books, contracts, records, including medical records and documentation 
relating to the Part D program will be provided to either the Medicare Plan Sponsor to provide to 
CMS or will be provided directly to CMS or its designees.  Further, PHARMACY agrees that if 
it does not respond to PBM’s (or PBM’s agent’s) desk audit requests within thirty (30) days of 
the date of request, the dollar amount for the claims associated with the desk audit shall be 
reimbursed to PBM and the associated amount withheld from the next payment to PHARMACY.  
The provisions of this Section 5.2 shall survive the expiration or termination of this Agreement 
for any reason. 
 
6. CONFIDENTIALITY 
 

6.1 HIPAA Compliance.  PHARMACY agrees to abide by State and Federal privacy 
and security requirements, including the confidentiality and security provisions stated in the 
Medicare regulations at 42 CFR §423.136.  Further, when and to the extent applicable, and for so 
long as required by provisions of the Standard for Privacy of Individually Health Information; 
Final Rule: 45 CFR Parts 160 and 164, Security Standards; Final Rule: CFR Parts 160, 162, and 
164 and the regulations promulgated there under, all as amended from time to time (collectively, 
HIPAA), but not otherwise, each Party will appropriately safeguard all Protected Health 
Information (as such term is defined in HIPAA) in compliance with HIPAA.  Each Party agrees 
that it shall indemnify and hold the other Party harmless from any liabilities, losses, damages, 
injunctions, suits, actions, fines, penalties, claims or demands of any kind or nature by or on 
behalf of any person, party or governmental authority arising out of or in connection with any 
breach by it if its obligations under this Section 6.1. 
 

6.2 Confidential Information.  The Parties agree that any information that may be 
exchanged between the Parties, including this Agreement, the Plan Sheets, and the financial 
terms for reimbursement, shall be kept confidential.  Each Party shall only use information it 
receives from the other Party to carry out the purposes of this Agreement, and to allow PBM to 
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fulfill its obligations to the Plan Sponsors including, without limitation, the right of Plan 
Sponsors to audit its claims and PBM’s vendor contracts.  Each Party shall take reasonable steps 
to prevent the intentional or unintentional release or use of this information for purposes other 
than those set forth in this Agreement. 
 
7. HOLD HARMLESS 
 

7.1 As to PBM.  PHARMACY agrees to hold PBM harmless and defend PBM 
against any loss, cost, damage, claim or suit arising out of or in connection with any acts or 
omissions on the part of the PHARMACY, its employees, or agents. 
 

7.2 As to Covered Individuals.  Except for applicable co-payments, co-insurance or 
deductibles, PHARMACY shall not collect or attempt to collect from Covered Individuals any 
amounts for drugs dispensed to any Covered Individual that are the responsibility of the Plan 
Sponsor. 
 
8. MEDICARE PROVISIONS (For services rendered to Covered Individuals enrolled in a 
Medicare Plan Sponsor.) 
 

8.1 TrOOP (True Out-of-Pocket Expenses).  PHARMACY agrees to process TrOOP 
expenses as required by CMS.  Any pricing information that must be provided to the Covered 
Individual will be communicated to PHARMACY via point of sale in Segment AM21 field 
526FQ of NCPDP version 5.1. 
 

8.2 Cost Sharing.  PHARMACY will charge/apply the correct cost sharing amount, 
including that which applies to Covered Individuals qualifying for the low-income subsidy.  Cost 
sharing amounts that must be provided to the Covered Individual will be communicated to the 
PHARMACY via the response pricing Segment field 505-F5 patient pay amount of the NCPDP 
Version 5.1.   
 

8.3 Pricing Differential.  PHARMACY will inform Part D enrollees at the point of 
sale (or at the point of delivery for mail order drugs) of the lowest-priced, generically equivalent 
drug, if one exists for the beneficiary's prescription, as well as any associated differential in price 
 

8.4 Compliance.  PHARMACY agrees to fill prescriptions, provide reporting, and 
provide all services required to support the Medicare Prescription Drug Benefit program, and to 
abide by all applicable federal and state laws and regulations and CMS instructions.  
PHARMACY understands that its performance will be monitored on an ongoing basis by PBM 
and Medicare Plan Sponsors.  Any activity or responsibility of the PHARMACY may be 
revoked as to a Medicare Plan Sponsor if CMS or the applicable Medicare Plan Sponsor 
determines the PHARMACY has not performed satisfactorily.  

 
8.5 Long Term Care Pharmacy.  If PHARMACY is a pharmacy located in, or having 

a contract with, a long-term care facility, the PHARMACY shall submit claims for 
reimbursement within 90 days of receipt of a claim. 
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8.6 Home Infusion.  If PHARMACY is a Home Infusion pharmacy, PHARMACY 
shall ensure that the professional services and ancillary supplies are in place before dispensing 
home infusion drugs, and shall ensure that it is capable of providing delivery of home infusion 
drugs within 24 hours of a Medicare Covered Individual’s discharge from an acute care setting, 
or later if so prescribed. 

 
8.7 E-Prescribing.  If PHARMACY participates in the electronic prescription drug 

program, that is, if a PHARMACY transmits and/or receives prescription and prescription-
related information using electronic media for Part D covered drugs for Part D eligible 
individuals, then PHARMACY shall comply with the e-prescribing standards most recently 
adopted under section 1860D-4(e)(3) of the Medicare Prescription Drug, Improvement, and 
Modernization Act of 2003.  PBM agrees to comply with the most recently adopted e-prescribing 
standards if PHARMACY participates in e-prescribing. 

 
8.8 Pricing Standard.  PBM shall, not less frequently than once every 7 days, update 

its pricing standard (Medi-Span) to accurately reflect the market price of acquired drugs. 
 
8.9 Medicare Notice.  PHARMACY agrees to post, or distribute to Medicare Covered 

Individuals, Medicare notices regarding procedures for obtaining a coverage determination or 
requesting an exception under the Part D program in accordance with 42 CFR §423.562(a)(3).  
Upon reasonable request by PBM, PHARMACY agrees to attest to its compliance with this 
provision. 

 
8.10 Fraud, Waste and Abuse Training:  PHARMACY agrees to conduct Fraud, 

Waste, and Abuse training of its pharmacists and employees engaged in delivering any Medicare 
services, as required by Medicare regulations.  Upon reasonable request by PBM, PHARMACY 
agrees to attest to its compliance with this provision. 

 
8.11 Minimum Standards.  PHARMACY agrees to comply with applicable minimum 

standards for pharmacy practice as established by the state in which the PHARMACY is located.  
 

 8.12 Payment of Clean Claims.  In accordance with 42 CFR §423.520, effective 
January 1, 2010, PBM will issue, mail, or otherwise transmit payment with respect to all clean 
claims (as defined in 42 CFR §423.520(b)) submitted by PHARMACY within 14 days after the 
date on which the claim is received, for an electronic claim, or within 30 days after the date on 
which the claim is received, for any other claim.  PBM is not obligated to comply with these 
payment timeframes if PHARMACY is a pharmacy located in, or having a contract with, a long-
term care facility, or if PHARMACY is a mail order pharmacy.   

    
9. GENERAL PROVISIONS 
 

9.1 Independent Contractors.  PHARMACY shall perform all professional and other 
services under the terms of this Agreement as an independent contractor.  Nothing contained in 
this Agreement shall be construed to create an employment or agency relationship between PBM 
and PHARMACY. 
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9.2 Non-Exclusive.  This Agreement is a non-exclusive agreement for the provision 
of pharmaceutical services.  Either Party may, at any time, enter into any other agreement to 
dispense drugs or conduct other business with any other party.  
 

9.3 Use of Name.  PBM and Plan Sponsors may list the name of PHARMACY in 
their respective directories of Participating Pharmacies.  No other use or display of either Party’s 
name or marks may be used without prior consent. 
 

9.4 Insurance.  PHARMACY shall, at all times, maintain professional liability 
insurance on its employees or agents in the minimum amount of $1,000,000 per occurrence and 
$3,000,000 in the aggregate of all claims per policy year.  PHARMACY shall deliver to PBM 30 
days after the effective date of this Agreement, certificates of insurance or other evidence of 
insurance reasonably satisfactory to PBM confirming this insurance is in effect.  PBM shall be 
provided not less than thirty days advance notice of any cancellation, non-renewal or material 
change in insurance coverage. 
 
 9.5 Dispute Resolution.  Any controversy, claim or dispute arising out of or relating 
to this Agreement or the breach thereof, whether in tort or in contract, in law or in equity, shall 
be exclusively settled by binding arbitration in accordance with the commercial rules of the 
American Arbitration Association then in effect.  The arbitration shall be conducted in 
Cleveland, Ohio.  The decision of the arbitrator shall be final and binding, and judgment on the 
award rendered by the arbitrator(s) may be entered in any court having jurisdiction thereof.  All 
such arbitration proceedings shall be conducted on a confidential basis.   
 
 9.6 Governing Law.  This Agreement shall be governed and construed in accordance 
with the laws of the State of Ohio without regard to its conflict of laws and rules, except to the 
extent such laws are preempted by applicable Federal law. 
 

9.7 Entire Agreement.  This Agreement, including all present and future Plan Sheets, 
represents the entire understanding of the Parties with reference to the matters contained herein 
and it supersedes all prior agreements or understandings, written or oral with respect to the 
subject matter of this Agreement.  No other prior or contemporaneous agreement or 
understanding, whether oral or written, shall be valid. 
 

9.8 Amendments.  This Agreement, including the financial terms for reimbursement 
set forth in Plan Sheets attached to this Agreement, may be amended by PBM upon thirty (30) 
days written notice to PHARMACY before the effective date of the amendment.  The 
amendment shall take effect on the effective date unless PBM receives notice in writing before 
the effective date of the amendment from the PHARMACY objecting to the proposed 
Amendment.  PHARMACY may amend this Agreement if PHARMACY obtains PBM’s written 
consent to such amendment.  Absent written consent, PBM’s continued performance of its 
obligations under the terms of this Agreement is not to be construed as a ratification or 
acceptance of PHARMACY’s proposed amendment. 
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9.9 Severability.  If any term or provision of this Agreement is found to be 
unenforceable, illegal, or void, then the remainder of this Agreement shall remain in full force 
and effect. 
 
 9.10 Headings.  The section or paragraph headings contained in this Agreement are for 
reference purposes only and shall not affect the meaning or interpretation of this Agreement. 
 
 9.11 Assignment.  PHARMACY may not assign or delegate any duties, rights or 
obligations under this Agreement to any other person or entity without having first obtained the 
written consent of PBM. 
 
 9.12 Notices.  Any notice required to be sent by one Party to the other hereunder shall 
be in writing and may be sent to the other Party by mail or courier at the address first written 
above, and/or e-mail or telefax; provided, however, that it shall be the burden of the sending 
Party to establish that the receiving Party, in fact, received the notice. 

 
 

IN WITNESS WHEREOF, each of the Parties have caused this Agreement to be duly executed 
as of the Effective Date above. 
 
PHARMACY:      PBM: 
 
 
By:       By:      
 
             
Print Name & Title     Print Name & Title 
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EXHIBIT A 
 

PHARMACY INFORMATION 
 

 
 

(If PHARMACY is chain, please indicate so 
by checking here □ and complete this 
information below for primary location.) 
 
Type of Pharmacy: 
□ Retail   □ Mail Order    □ Specialty 
□ Long Term Care   □ Home Infusion 
□ Other:     
 
Contact:    
 
Phone No:    
 
E-Mail:    
   
Fax No:    
 
NCPDP Chain Code:    
 
NABP No:    
 
NPI No:    
 
Tax ID No:    
 
DEA No:    
 
License No:    
 
Medicaid No:    
 
 
 
 
 
 
 
 
 

 
 
Pharmacy Remit To Address: 
 
    
 
    
 
ABA Bank Routing Number on Account:  
 
    
 
Account No. of Bank Account to Credit: 
 
     
 
Name of Bank:    
 
    
 
If PHARMACY is a Disadvantaged 
Business Enterprise (DBE), please provide 
certification letter. 
 
Store Hours:    
 
    
 
    
 



Give form to the
requester. Do not
send to the IRS.

Form W-9 Request for Taxpayer
Identification Number and Certification(Rev. January 2003)

Department of the Treasury
Internal Revenue Service

Name

List account number(s) here (optional)

Address (number, street, and apt. or suite no.)

City, state, and ZIP code

P
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nt
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ty

p
e
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ee
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n 
p
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2.

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. For individuals, this is your social security number (SSN).
However, for a resident alien, sole proprietor, or disregarded entity, see the Part I instructions on
page 3. For other entities, it is your employer identification number (EIN). If you do not have a number,
see How to get a TIN on page 3.

Social security number

––
or

Requester’s name and address (optional)

Employer identification numberNote: If the account is in more than one name, see the chart on page 4 for guidelines on whose number
to enter. –

Certification

1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me), and

I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal
Revenue Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has
notified me that I am no longer subject to backup withholding, and

2.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must
provide your correct TIN. (See the instructions on page 4.)

Sign
Here

Signature of
U.S. person � Date �

Purpose of Form

Form W-9 (Rev. 1-2003)

Part I

Part II

Business name, if different from above

Cat. No. 10231X

Check appropriate box:

Under penalties of perjury, I certify that:

U.S. person. Use Form W-9 only if you are a U.S. person
(including a resident alien), to provide your correct TIN to the
person requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding,
or

3. Claim exemption from backup withholding if you are a
U.S. exempt payee.

Foreign person. If you are a foreign person, use the
appropriate Form W-8 (see Pub. 515, Withholding of Tax on
Nonresident Aliens and Foreign Entities).

3. I am a U.S. person (including a U.S. resident alien).

A person who is required to file an information return with
the IRS, must obtain your correct taxpayer identification
number (TIN) to report, for example, income paid to you, real
estate transactions, mortgage interest you paid, acquisition
or abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

Individual/
Sole proprietor Corporation Partnership Other �

Exempt from backup
withholding

Note: If a requester gives you a form other than Form W-9
to request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9.

Nonresident alien who becomes a resident alien.
Generally, only a nonresident alien individual may use the
terms of a tax treaty to reduce or eliminate U.S. tax on
certain types of income. However, most tax treaties contain a
provision known as a “saving clause.” Exceptions specified
in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise become a U.S. resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an
exception contained in the saving clause of a tax treaty to
claim an exemption from U.S. tax on certain types of income,
you must attach a statement that specifies the following five
items:

1. The treaty country. Generally, this must be the same
treaty under which you claimed exemption from tax as a
nonresident alien.

2. The treaty article addressing the income.
3. The article number (or location) in the tax treaty that

contains the saving clause and its exceptions.
4. The type and amount of income that qualifies for the

exemption from tax.
5. Sufficient facts to justify the exemption from tax under

the terms of the treaty article.



 

Envision Insurance Company, Inc., 2181 E. Aurora Road, Twinsburg, OH 44087 

 Pharmacy Attestation of Completed FWA Training 
 
You are receiving this attestation because you are a contracted pharmacy (through Rx Options, Inc.) for EnvisionRx Plus, 
a CMS approved Prescription Drug plan.  In accordance with the pharmacy contract, you have agreed to conduct Fraud, 
Waste, and Abuse (FWA) training of your pharmacists and pharmacy employees engaged in delivering any Medicare 
services, as required by Medicare regulations (42 C.F.R. § 423.504 (b)(4)(vi)), and attest to your compliance with this 
provision. 
 
You may use EnvisionRx Plus’ Pharmacy FWA Training module found on our website at 
http://www.envisionrxplus.com/en/healthdruginfo/providerinfo.aspx to meet this requirement, or you may use another 
FWA training module, provided it covers the following minimum topics: 

• Laws and regulations related to Medicare Part D FWA, 
• Your obligation to maintain appropriate policies and procedures regarding detecting,  preventing and reporting  

potential Part D FWA, 
• Your obligations to assure employees who report suspected FWA are protected from reprisals, 
• Types of FWA associated with Medicare prescription drug coverage, 
• Resources for reporting suspected FWA. 

 
By signing this attestation you are certifying that all pharmacists and pharmacy employees engaged in delivering 
Medicare services have completed EnvisionRx Plus’ Pharmacy FWA Training module or another FWA training module 
that covers the minimum topics listed above, OR that you are deemed for this requirement due to your enrollment into 
the Medicare program or accreditation as a Durable Medical Equipment, Prosthetics, Orthotics, and Supplies 
(DMEPOS) as provided in the Medicare regulations at 42 C.F.R. § 423.504 (b)(4)(vi)(C). 
 
(Please insert the name of the pharmacy or pharmacy organization in the blank space proved below). 
 
We,                                                                                       do hereby attest for calendar year ________ that we have 
satisfied this requirement by one of the two options checked below.   

Please check only one of the two options below. 
 

We are deemed to have met this requirement due to enrolling in a Medicare program or accreditation as a 
DMEPOS provider.   

Or 
The personnel within our organization who are involved with the administration and delivery of Medicare 
Part D benefits have completed EnvisionRx Plus’ Pharmacy FWA Training, or a similar training that 
meets the minimum criteria listed above. 
 

 
 

Print Name of responsible person        Pharmacy Name/Chain and NCPDP# 
 
 

 
Signature of responsible person         Date 
 
Once you have completed and signed this attestation, please return it using one of the two sources listed below.   
Thank you! 

• Fax to (330) 486-6390 
• Email to FWA_Attestations@envisionrx.com 

 
To Report Suspected FWA to Envision: 

Email complianceofficer@envisionrxplus.com, or 
Call the FWA hotline @ (866) 417-3069 



Attachment A 

 

                                                            
        APPROVED OMB #0938-0975 

 
       MEDICARE PRESCRIPTION DRUG COVERAGE AND YOUR RIGHTS 

 
You have the right to request a coverage determination and get a written 
explanation from your Medicare drug plan if: 

 Your prescriber or pharmacist tells you that your Medicare drug plan will not 
cover a prescription drug in the amount or form prescribed; or  

 You are asked to pay a different cost-sharing amount than you think you are 
required to pay for a prescription drug. 

 
You also have the right to ask your Medicare drug plan for an exception (a special 
type of coverage determination) and get a written explanation from your Medicare 
drug plan if: 

 You believe you need a drug that is not on your drug plan’s list of covered drugs.  
The list of covered drugs is called a “formulary;”  

 You believe a coverage rule (such as prior authorization or a quantity limit) 
should not apply to you for medical reasons; or 

 You believe you should get a drug you need at a lower cost-sharing amount.   
 
What you need to do: 

 Contact your Medicare drug plan to ask for a coverage determination, including 
an exception request.    

 Refer to the benefits booklet you received from your Medicare drug plan or call 1-
800-MEDICARE to find out how to contact your drug plan. 

 When you contact your Medicare drug plan, be ready to tell them: 
 
1. The prescription drug(s) that you believe you need.  Include the dose and 

strength, if known. 
2. The name of the pharmacy or prescriber who told you that the prescription 

drug(s) is not covered.   
3. The date you were told that the prescription drug(s) is not covered.  
 

The Medicare drug plan’s written explanation will give you the specific reasons why the 
prescription drug is not covered and will explain how to request an appeal if you 
disagree with the drug plan’s decision.  
  
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information 
unless it displays a valid OMB control number.  The valid OMB control number for this information collection is 0938-
0975.  The time required to complete this information collection is estimated to average one minute per response, 
including the time to select the preprinted form, and hand it to the enrollee.  If you have any comments concerning the 
accuracy of the time estimates or suggestions for improving this form, please write to CMS, 7500 Security Boulevard, 
Attn:  PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
 
Form No. CMS-10147  (10/31/2011) 
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2181 E. AURORA RD 
SUITE 201 
TWINSBURG, OH 44087 

 
     
 
 
 
We, __________________________________________ (Pharmacy/Chain Name) do 
hereby attest that our pharmacy understands and agrees to post the Medicare 
Prescription Drug Coverage and Your Rights notice in our pharmacy and to distribute 
the notice to enrollees each time a member is denied coverage or disagrees with cost-
sharing information 
 
 
We agree - 

1) This notice must be posted in a visible place at the pharmacy 
2) This notice will be distributed to enrollees each time a member is denied 

coverage or disagrees with cost-sharing information.  
3) This notice may not be altered in any way, except to increase the dimensions 

and/or font. Content of the notice must remain the same. 
 
 
Please fill out the attestation to the above statement and fax back to (330) 405-8094 
immediately. 
 
_______________________________________              _________ 

Print Name of Responsible Person        Date 

 
_______________________________________ ____________ 

Signature of Responsible Person           NCPDP/CHAIN # 

 
 

__________________________________________________________________________ 

Pharmacy/Chain name 

__________________________________________________________________________ 

Address 

__________________________________________________________________________ 

City, State     Zip 

For additional copies of this form, you can visit www.rxoptions.net. 
 

Any Medicare Network Pharmacy found to be out of compliance with the notice requirement will be provided 
an opportunity to become compliant and provide proof of such.  If after a reasonable amount of time such 
Medicare Network Pharmacy has failed to provide proof of compliance, the pharmacy may be subject to the 
organization’s suspension policies. 
 

Medicare Prescription Drug Coverage and Your Rights 
 



 EnvisionRxOptions:   

Credentialing Verification Forms 

Please answer all questions by typing or printing legibly. 

 Please attach current copies of the following: 

 Pharmacy License 

 Pharmacy DEA 

 Pharmacy Liability Insurance 

 

General Pharmacy Information 

NCPDP #: NPI #: 

Pharmacy Legal Name: DBA Name (if different than legal name): 

Store # (if applicable): Chain/PSAO Affiliation?    Yes      No   

Code:   

Street Address: Building/Suite #: 

City: 

 

County: 

State: ZIP (please include Zip +4):                                                          

Pharmacy Telephone #: Pharmacy Fax #: 

Pharmacy CLASS:    

  Independent    PSAO    Hospital    Clinic     Franchise     Government/Federal     

  Other ______________________________________________ 

Pharmacy TYPE (check one or more):   

 Retail   IHS  Dispensing Physician   Home Infusion    State Hospital   Institution    

 Clinic Pharmacy    Other: ____________________________________________________ 

 LTC (If checked please attach a list of all facilities served, showing Name, Address, and  NPI) 

 

LTC Pharmacy Only:  Is your pharmacy an Onsite LTC Pharmacy?    Yes      No 

 

 Current Professional Liability Insurance 

Please attach copy of current certificate—certificate must list pharmacy’s name and insurance limits. 

Services Provided (check all that apply): 

Open 24 Hours?                                Yes      No 

On call emergency prescriptions?   Yes      No  

Handicap accessible?                      Yes      No 

Open to the general public?            Yes      No 

Language(s) Fluently Spoken:      English  Spanish 

  Other(s): ____________________________________________ 

_________________________________________________________ 

 

  Mail Order   Specialty Drugs    Compounding  

  Hospice   Drug Dependency   Assisted Living   

  Flu Shots/ Vaccines   Translation Services  

  Diabetes    E-prescribing   Free Delivery  340B   

 SNF    Refill Notification   Other _______________________ 

_______________________________________________________________

_______________________________________________________________ 

Insurance Carrier: State:  

Policy #: Policy Effective Date:  Policy Expiration Date: 

EnvisionRxOptions requires pharmacies 

to carry professional liability with 

1million/3million limits.   

Occurrence Limits: Aggregate Limits: 

 

 

 

 

                                   Space for Internal Use Only 



 

Primary License Information  

Please attach current copies of each. Envision will verify licenses including history of State Board Actions. 

Type State  Number Issue Date Expiration Date 

Pharmacy License:     

DEA Certificate:     

CDS Certificate (if applicable):       

Additional States Licensed in:   

 

Federal Tax Id  #: Mailing Address (If different than Street Address): 

 

 

 

Credentialing Contact Person: Contact Person E-mail:  

 

 check if e-mail is preferred method of communication 

Pharmacy Medicare/Medicaid:  If left blank, please give an explanation. 

 

 

Medicare Id #: _____________________________________            Medicaid Id #:  _________________________________________    

 

Professional / Personal Sanctions and Information  

 

 

1.   Currently and in the last five years have you and/or your pharmacy: 

a. Been under investigation or involved in any court cases, lawsuits, settlements or 

arbitration proceedings pertaining to civil and/or criminal allegations or 

indictments? 

b. Been convicted of any felony or misdemeanor? 

c. Had any chemical dependency or substance abuse issues which may limit or impair 

you and/or your pharmacy’s ability to provide prescription medications? 

 

If you answered “YES” on 1a, 1b, or 1c, please provide documentation of each circumstance and any 

resolutions. 

 

 

 

2.   Will you make reasonable accommodations to accept and service handicapped      

patients?   

 

 If “NO”, please provided an explanation:   

 

 

 

3.   Proof of Professional Liability insurance (malpractice) coverage of $1 million per 

occurrence and $3 million    aggregate is required for participation in pharmacy 

networks. 

 

Do you have Professional Liability Insurance in this amount?  

 

If “NO”, please provide detailed explanation:  

 

Yes       No       
 

                     

 

   

                     

 

                     

 

 

  

 

 

  

  

                     

 

 

 

 

 

 

 

   

 

 

  

                   

 

 

 

 

 

 

 



 

 

 

 

 

Attestation of Credentials / Release Form  

 

I acknowledge and agree that ENVISIONRXOPTIONS or any “Plan” that contracts with ENVISIONRXOPTIONS, may 

review my credentialing information received by ENVISIONRXOPTIONS or its contracted Credentialing Verification 

Organization (“CVO”).  Each such organization has a valid interest in obtaining and verifying information 

concerning my professional competence and in determining whether to permit my participation for the provision 

of pharmacy services to eligible persons utilizing any of ENVISIONRXOPTIONS networks.   

 

Accordingly, 

 

(i.) I understand that my completion and submission of this credentialing application to ENVISIONRXOPTIONS or its 

contracted CVO is not a guarantee that it will be accepted by ENVISIONRXOPTIONS or any “Plan” to which the 

information has been or will be submitted.  I further understand that I must contact the appropriate “Plan” 

regarding any questions of acceptance into such network. 

 

(ii.) I represent and warrant to any “Plan”, ENVISIONRXOPTIONS, and its CVO that the information contained in the 

foregoing application is true and complete and I agree to inform ENVISIONRXOPTIONS within 30 business days if 

any material change in such information occurs, whether before or after my entering into an agreement with 

ENVISIONRXOPTIONS for the provision of pharmacy services.  I also represent and warrant that there is no 

information omitted which would cause ENVISIONRXOPTIONS or any “Plan” to adversely evaluate my application.  

I fully understand that any material misstatements in or arising from this form may constitute cause for the 

termination of my agreement(s) with ENVISIONRXOPTIONS or participation with any said “Plan”. 

 

 

(iii.) I authorize ENVISIONRXOPTIONS and its CVO or said “Plan” to consult with administrators, state licensing boards, 

government agencies and other persons or entities to obtain and verify information concerning my professional 

competence, character and moral and ethical qualifications, and I release ENVISIONRXOPTIONS, its affiliates, its 

CVO and /or any said “Plan”, any of their employees, officers, directors, and agents from any liability for their 

acts performed in good faith and without malice in obtaining and verifying such information and in evaluating my 

application. 

 

(iv.) I consent to the release by any person or entity to ENVISIONRXOPTIONS or its affiliates, its CVO, or any “Plan” of 

all information that may reasonably be relevant to an evaluation of my professional competency, character and 

moral and ethical qualifications which include, without limitation, any information relating to any disciplinary 

action, suspension, or termination of surgical/medical or clinical privileges or managed care network 

participation; and hereby release any such person or entity providing such information from any and all liability 

for doing so, and 

 

 

(v.) I understand that I have the right to withdraw my release of information authorized herein at any time upon 

written notice to ENVISIONRXOPTIONS or its CVO.  In doing so, I further acknowledge that in accordance with the 

terms of the agreement(s) with  ENVISIONRXOPTIONS my agreement with ENVISIONRXOPTIONS and participation in 

any plan may be terminated; and 

 

(vi.) I consent to the release of any and all information contained in the application to any “Plan”, any other Payers 

and/or enrollees as necessary; and 

 

(vii.) I understand and agree that a photocopy of this authorization will be as valid as the original. 

 

 

 

ACKNOWLEDGEMENT OF RECEIPT: 

 

I hereby acknowledge receipt of a copy                                                                                         

Of the Attestation of Credentials Form as stated above.      

 

 

Signature of Authorized Individual:     

                                                              

 

Signature :           _________________________________________________                   Date:  ______/______/______ 

       

 

Printed Name:      ________________________________________________                    Title:  ______________________________ 

 




























































































































































































